would be impossible to get the bladder contents clear enough, the attempt was; abandoned.
On opening the peritoneum, the abdomen was found to be full of blood-stained urine, and all the perivesical tissues were infiltrated with blood and urine, more extensively on the right side than on the left. There was a large tear 3 in. long in the right postero-superior quadrant of the bladder, which it was impossible to suture from the peritoneal aspect.
The bladder, therefore, was opened anteriorly and the tear sutured from within. The abdomen was closed, drainage tubes being left in the peritoneal cavity, the bladder, and the space of Retzius. The patient rallied considerably after the operation, but died five days later from uraemia. Histological examination shows no pronounced muscular weakness of the bladder wall.
In most of the published cases of rupture of the bladder, the rupture is due to definite trauma. In very few is it in any sense spontaneous. This case presents a fairly typical picture, but is interesting in that the rupture occurred in a distended bladder during straining at stool, and because the patient experienced no pain until two hours later. This absence of pain is unusual, but the previously distended bladder, the pronounced shock and collapse and the onset later of general abdominal tenderness are typical of this type of acute abdominal crisis.
[I have to thank Dr. Cuthbert Dukes for the histological report and for kindly mounting the specimen.] Specimen of Stone from Bladder.-RALPH THOMPSON, Ch.M.-This peculiarly shaped stone is from a bladder which was the subject of ectopia vesicee, and had been sewn up, with successful results. The patient, a male, had a sound bladder, but had no control over the flow of urine. I transplanted the rectus, but the result was only fair. Eventually a stone developed in the bladder.
The main mass of the stone, which is globular in shape, lay in the artificiallyformed bladder, but the lower part, which is pyriform, projected into the perineum in front of the scrotum. I cut down on the projection and removed the stone by this route. Between the main mass and the pyriform perineal end of the stone there is a constriction, and I suggest that this part lay in the beginning of a normal urethra, with all the musculature of the neck of the bladder complete. Some of the Members of this Section will know that the groove on the dorsum of the penis in these cases of ectopia vesicae is not recognized bv me as the urethra at all. Now for the reason for showing this stone: A case of epispadias was sent to me by Mr. Macdonald from the West London Hospital. Mr. J. G. Pardoe had operated upon the patient, and a dorsal communication between the bladder and the end of the penis had been made, but there was no control over micturition. Bearing in mind this present specimen, I decided to cut down in the perineum. A metal bougie was. passed into the bladder through the tunnel made by Mr. Pardoe, and when the point was in the bladder it was turned round so as to project into the perineumn as far forward as possible, but still rather in the scrotal, than the perineal, region. I cut. down on the point of the bougie, and found a perfect dartos muscle, a fine bulb, and a good ejaculator urinae muscle. The incision exposed a urethra projecting downwards, with apparently a normal prostatic portion, and all that was needed was to join the mucous membrane to the skin. This was done, and laterthe epispadias tunnel was ligatured subcutaneously, and the boy had practically complete, control over the flow of urine, being able to hold his water for three hours at a time. i -> -*Section of U3rology\x 1383 long, and 13 in. across. It was attached to the anterior wvall of the bladder by a pedicle 11 in. long, extending upwards from the internal urinary meatus and projecting backwards into the bladder. Below, there is a mass of what appear to be cysts, though they are not cysts,. but solid myxomatous projections. Dr. Temple Gray, who examined the specimen for me at the East London Hospital for Children, described it as a rhabdo-myosarcoma.
When I saw the patient there was visible swelling in the lower abdomen and, on putting the hand on this area, a hard mass was felt in the situation of the bladder and extending to the umbilicus. The urine was turbid with pus, and I could not carry out cystoscopy, as the bladder was too much contracted to hold any fluid. I Tuimour of bladder in a child aged 1 year and 10 months. therefore tied a catheter in, and throuigh this the bladder was irrigated twice a day for a fortnight, at the end of which time I was able to carry out cystoscopy, and saw this mass in the situation I have described. I thought it was probably sarcoma. Next I took a cystogram, and this showed a filling defect involving, roughly, the middle third. I opened the bladder and excised the tumour; in doing so it was necessary to take away a portion of the bladder extendidg into the internal urinary meatus. The operation was performed a week ago. The child is fairly well just now, and looks as if it may recover from the operation, but, of course, the ultimate prognosis is very bad, owing to the nature of the growth.
Two Cases of Cancer of Prostate with Bony Metastases.-Sir THOMAS CAREY EVANS, M.C., F.R.C.S.-Before describing in detail the two cases illustrated by the skiagrams, I will briefly mention a case which exemplifies the difficulty in diagnosing malignancy of the prostate. It was one of enlarged prostate in which I operated three years ago, removing the prostate suprapubically. At the time there was no suspicion of malignancy and I thought the condition was simply an adenomatous enlargement. I experienced no difficulty in the enucleation and the suprapubic wound healed up in the usual way. Three months later the patient
